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It is attributed by some to congenital aplasia of the sternocieido- 'Cause
mastoid muscle. According to this view the muscle is imperfectly
formed and fails to grow at a rate commensurate with the general
development of the body. Its relative shortness becomes more marked
in later childhood, and thus the deformity becomes apparent. A second
view, supported by many authorities, is that the deformity follows
injury to the sternocleidomastoid sustained at birth. It has been claimed
that wry neck is commonest after difficult labours, and especially after
breech presentations, in which the neck muscles are peculiarly liable to
injury (see MUSCLES DISEASES, Vol. IX, p. 14).
In a small proportion of cases there is a history that a few weeks after stemo-
birth a lump was noticed in the neck, the so-called sternomastoid
tumour. According to Brooks, Middleton, and others, this swelling is a
result of venous infarction of the muscle, due to prolonged obstruction
of the venous return from this part of the neck during parturition.
The 'tumour' is a spindle-shaped enlargement of the muscle, and micro- Histology
scopic examination shows that it consists of granulation tissue and
young fibrous tissue containing degenerated muscle cells. In the course
of time the swelling subsides and is replaced by tough scar tissue which,
by contraction, leads to the wry-neck deformity.
In the fully developed case the deformity is obvious. The head is bent Clinical
towards the affected side and at the same time rotated towards the Plcture
opposite side. Thus, if the right sternocleidomastoid is affected the head
is approximated towards the right shoulder, the face is turned towards
the left, and the chin is up-tilted. The movements of the head and
neck are greatly restricted, especially those that involve stretching the
affected muscle. The sternocleidomastoid can be seen and felt as a tense
contracted band of fibrous tissue.
In long-standing cases secondary changes follow: all the soft tissues Secondary
on the affected side of the neck undergo adaptive shortening, including c^an^es
the deep fascia, the muscles of the neck, the carotid sheath, and the
large vessels. The mastoid process at the insertion of the muscle is hyper-
trophied. The skull acquires an oblique deformity. A compensatory
scoliosis may develop. Finally, and most significant, the face undergoes
hemiatrophy, all the features on the affected side being smaller and
closer together than on the opposite side. The importance of this last
feature is that in long-standing cases the hemiatrophy persists, and
even though the wry-neck deformity is corrected, there remains an
obvious asymmetry. (See also Vol. VI, p. 420.)
(b) Treatment
The treatment is by operation. This should not be delayed unduly
owing to the risk of secondary deformities, such as facial atrophy, which
will not respond to treatment. In mild cases the operation of sub-
cutaneous tenotomy suffices.
The sternocleidomastoid is put on the stretch over a sand-bag placed Subcutaneous
between the shoulder blades. A tenotomy knife is then inserted through a tenotomy
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